For subthreshold types of depression, different definitions based on the number of depressive symptoms, duration of symptoms, exclusion criteria and associated functional impairment have been proposed. 7 Although nosological boundaries remain unclear, an operational definition for 'subsyndromal' depression (or subthreshold, used interchangeably in this paper) was introduced by Judd et al who defined the category subsyndromal symptomatic depression as 'any two or more simultaneous symptoms of depression, present for most or all of the time, at least two weeks in duration, associated with evidence of social dysfunction, occurring in individuals who do not meet criteria for diagnoses of minor depression, major depression, and/or dysthymia'. 8 The public health importance of subsyndromal depression has been highlighted with reported rates varying according to the definition used between 8.4 and 9.9% in community samples, or from 5 to 16% in primary care patients. 8, 9 The association with significant clinical and functioning impairment has also been pointed out 10, 11 along with increased use of health services, higher degree of morbidity and poorer social functioning and quality of life than those without depression. 12 Depressive symptoms, minor depression, dysthymia and major depression disorder have been suggested to represent a continuum of depressive symptom severity in unipolar major depressive disorder, each level of which is associated with a significant stepwise increment in psychosocial disability. 5 The ICD-10 diagnostic criteria for research classify subthreshold episodes in the category 'not otherwise specified' without specified diagnostic criteria, hence limiting its clinical utility and replicability. The lack of clear definitions means that the extent and nature of depressive symptoms that impact on peoples' lives in non-clinical settings cannot be measured in a comparable manner. In the present study, data from the World Health Survey, a cross-national general population survey of the World Health Organization (WHO) representing all regions of the world, were used to explore the impact that subsyndromal depression has on the overall health status in the general population and to test if subthreshold depression, although representing a distinct change from no depression, lies on a continuum with forms of depression above the threshold with no significant differences in characteristics except for severity.
Method Sample
Countries in the World Health Survey were selected purposively to represent all regions of the world, with 29 countries from the European region, 18 from the African region, 7 from the Americas, 4 from the Eastern Mediterranean region, 5 from the Southeast Asia region and 5 from the Western Pacific region; a total of 68 countries. Of this total, 19 countries were classified in the high economic level group according to the World Bank list of economies, 13 12 were in the upper-middle level, 16 in the lower-middle, and 21 in the low level. The countries represented in the survey programme reflect those countries that were willing and able to participate in the survey. Countries with samples that were nationally representative, probabilistically selected, and which had sampling weights information available were used in the analysis for this paper. All samples were probabilistically selected and were weighted in keeping with the design of each
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Aims
To examine the impact of subsyndromal depressive disorders on health status and to assess if depressive disorders lie on a continuum of severity.
Method
The sample was composed of randomly selected respondents from the general population in 68 countries from across the world participating in the World Health Organization's World Health Survey.
Results
The pattern of risk factors for depressive disorders was consistent across all types of depression (subsyndromal, brief depressive episode and depressive episode): odds ratios for females ranged between 1.49 and 1.80, and for the unemployed from 1.19 to 1.25. All types of depression produced a significant decrement in health status compared with no depression after controlling for demographic variables, income and country.
Conclusions
Subthreshold depressive disorders occur commonly all across the world and are associated with the same risk factors everywhere. They produce significant decrements in health and do not qualitatively differ from full-blown episodes of depression as currently defined, and lie on a continuum with more severe forms of depressive episodes but are distinct from normal mood changes.
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survey. To adjust for the population distribution as represented by the UN Statistical Division (http://unstats.un.org/unsd/ default.htm) and for non-response, post-stratification corrections were made to the sampling weights.
14 In order to make valid comparisons across countries, both age and gender standardisation was carried out based on the WHO's World Standard Population 15 and the gender distribution as represented by the UN Statistical Division. Informed consent was obtained from all respondents and the study was approved by the ethical review committees at each site. The individual response rate was 98.5% estimated across all the surveys.
The final sample was composed of 252 503 people. However, 33 242 were removed from these analyses because of missing data in the core items assessing the presence of depressive symptoms. These respondents also had missing data on one or more key sociodemographic variables. The respondents excluded from the survey were not different in terms of gender (55.7% v. 55.8% of women in the included v. excluded respondents respectively, P = 0.660); there were small differences in other sociodemographic variables: mean age of 41.0 (s.d. = 16.6) v. 42.7 (s.d. = 17.1) years, 53.3% v. 60.8% in the proportion married and 5.65% v. 5.53% in the percentage of people divorced or separated; these differences are statistically significant because of the large sample sizes but are unlikely to have systematically biased the results. In the final sample, 55.7% were women, the mean age was 45.0 years (s.d = 63.0) and the mean years of formal education was 7.5 (s.d. = 5.2); 60.5% of the respondents were married, 19.6% single and 8.9% widowed; 4.9% were unemployed (and looking for a job) at the time of the assessment.
Measures
All respondents were interviewed using the World Health Survey instrument that collected data on sociodemographic characteristics, household economic status based on a list of indicators (see below), lifetime diagnosis of depression, lifetime and current treatment for depression, and symptoms of depression in the past year.
Assessment of depression symptoms
Individual questions based on the World Mental Health Survey version of the Composite International Diagnostic Interview (CIDI), 16 were included to assess the presence of depressive symptoms and length of duration over the past 12 months.
Diagnostic categories
All respondents were classified in four mutually exclusive diagnostic categories according to the presence or absence of depressive symptoms. All diagnoses were derived from 12-month prevalence data and were established according to the ICD-10 Diagnostic Criteria for Research (ICD-10-DCR). 2 The groups were as follows.
(a) Depressive episode group: participants in this group endorsed at least four depressive symptoms lasting 2 weeks most of the day or all of the day. According to the ICD-10-DCR criterion B, at least two of the following three symptoms needed to be present: depressed mood, loss of interest and fatigability.
(b) Brief episode group: participants in this group had an identical symptom profile to those in the depressive episode group but did not meet the duration criterion of 2 weeks.
(c) Subsyndromal depression group: participants in this group were those who endorsed at least one symptom from criterion B of the ICD-10-DCR and did not meet criteria for depressive episode as the total number of symptoms did not add to the minimum of four symptoms required by the ICD-10-DCR. The criteria of duration of at least 2 weeks and presence of symptoms during most of the day were required.
(d) No depressive disorders group: this group included respondents who did not meet either the symptomatic criteria or the duration or the persistence criteria for depressive disorders.
Health status
The measure of health status was based on 16 questions pertaining to difficulties in functioning grouped into eight health domains: vision, mobility, self-care, cognition, interpersonal activities, pain and discomfort, sleep and energy, and affect. For each question the responses were recorded on a five-point scale ranging from no difficulty or problem to extreme difficulty/ inability. These domains are included in many commonly used health outcome measures such as the Short Form-12 (SF-12), 17 the Health Utilities Index Mark 3 (HUI-3) 18 and the EuroQol (EQ-5D). 19 A composite health status score was derived from the 16 self-reported health questions. Item response theory (IRT) was used to score the responses to the 16 self-reported health questions using a partial credit model that served to generate a composite health status score. 20 An item calibration was obtained for each item. In order to determine how well each item contributed to common global health measurement, chi-squared fit statistics were calculated. The calibration for each of the 16 health items was taken into account and the raw scores were transformed through Rasch modelling into a continuous cardinal scale where a score of 0 represents worst health and a maximum score of 100 represents best health.
Statistical analysis
Weighted prevalence estimates were calculated for the four exclusive categories defined by the presence or absence of depressive symptoms as defined above. Demographic characteristics across the different subgroups of the population were calculated. A series of binary logistic regression analyses were then carried out, taking each subtype of depression v. the non-depressed group as the dependent variable and all demographic characteristics considered before as independent variables as dummy variables. Finally, a linear regression analysis was performed in order to test the effects of the subtype of depression on health, after controlling for several demographic variables included as dummies in the analysis. All analyses were carried out with STATA, version 10.0 for Windows Vista.
Results
Weighted age and gender standardised prevalence estimates for depressive episode, brief depressive episode, subsyndromal depression and no depression are shown in online Table DS1 . Countries in online Table DS1 are grouped according to the World Bank categories of country income, and the global standardised prevalence for these categories are reported in Table 1 . Sociodemographic characteristics of each group are shown in Table 2 . The standardised pooled prevalence estimates were 7.38% for the depressive episode group, 3.01% for the brief episode group, 2.85% for the subsyndromal depression group and 13.2% for any type of depression. Table 3 shows the results from the final equation for the binary logistic regression separately for each subtype of depression (with the non-depressed group as the comparison category in all cases) with every demographic variable considered to influence the presence of depressive symptoms. Most of the odds ratios for the variables considered were highly significant and the pattern of the relationship between these variables and the specific condition was very similar across the different types of depression.
Comparisons of predictors

Determinants of mean health score
Linear regression was used to test the association between health status and type of depression and sociodemographic variables. The mean variance inflation factor (VIF) = 4.17 suggests that multicollinearity is not a substantive problem in the data, allowing for meaningful interpretation of the results. Results are shown in Table 4 . The R 2 was 0.2738 and the adjusted R 2 was 0.2735 taking into account that the health status estimates were scored in a positive direction (the higher the score the better the health). The results indicate that women reported a worse health status than men. Increased age is associated with decreasing health status, as is being in the lower income quintiles and having a lower education status. An unmarried status is associated with better health compared with being divorced or widowed and with worse health compared with those married. Most importantly, all subtypes of depression are associated with worse health status compared with the non-depressed group, with no clear differences between the different subtypes. Given the variation across countries in the prevalence figures we tested these effects separately for the four World Bank categories. The main effect that all the subtypes studied were associated with worse health was confirmed across all country groups with minor differences in the effect of the specific covariates across countries (detailed results available upon request from the author). Figure 1 shows the kernel density function estimation for the health scores according to each type of depression severity. The distribution of the health status scores among the non-depressed group clearly differs from the density distribution in the rest of the groups indicating a clear separation in the threshold between the non-depressed group and all subtypes of depression. The distribution of the health status score in the pooled sample is also represented in Fig. 1 . The mean score was 74.91 (s.d. = 14.87, interquartile range (IQR) = 18.06). Figure 2 graphically shows a boxplot of the differences in health status scores in terms of the median score and IQR, across each of the different subtypes of depression confirming the separation across a threshold between the non-depressed group and all the subtypes of depression. 
Discussion
Main findings
This study aimed to analyse the impact on health status of types of depression with different levels of symptomatic severity, as well as to check potential differences between these categories, in terms of prevalence and related sociodemographic factors. The study reveals that depressive disorders form a spectrum that ranges from fewer depressive symptoms to shorter durations to a full-blown episode as currently defined in the ICD-10-DCR. This spectrum of depressive disorders is common and affects over 13% of the population. As compared with those without depression, across the entire spectrum of depression assessed in the study, those with depression experience a significant decrement in their health status controlling for gender, age, marital status, income, years of education and country of residence. Decrements in health status, however, do not differ significantly between the different subtypes, although a linear decline occurs across the spectrum.
The main strength of this study lies in its generalisability given the large study population of nationally representative samples from a large number of countries, including all regions of the world and different levels of economic development. The pattern of the relationships and the size of the effects reported are hence likely to be robust. Although the impact of depression, even in subsyndromal presentations, has been largely reported in the literature, there was a marked lack of cross-cultural information and of studies with non-clinical samples from the general population. Thus, the worldwide character of our study provides a background for comparisons across countries, and could potentially help research on the boundaries of depression and its magnitude in both low-and middle-income countries and high-income countries. Subsyndromal depression appears to be a significant problem in the general population across countries. The percentage of participants reporting subsyndromal depression was substantial, although slightly lower than reported in other population-based studies. For example, Rucci et al 9 found a prevalence of 9.9% using ICD-10 criteria, although they did not require the presence of the duration criterion. Comparisons across studies remain limited because of the lack of consensus in the defining criteria for subthreshold depression.
The prevalence for the different types of depression varied markedly across countries, although in the analyses of the impact on health status we controlled for country and separate analyses of the impact in different levels of the World Bank classification did not indicate meaningful differences. Previous studies have also found marked differences in depression rates across countries 21 that could not be attributed to a 'category fallacy,' but to true differences in the prevalence. The instrument used can justify differences in prevalence rates in this study with those previously reported in the literature. For example, a recent study in China has found that more than 6% of people had mood disorders, 22 whereas in our study we found a prevalence of 0.8% and the figure for China from the World Mental Health survey is 1.8% for 1-year prevalence. 23 Differences in diagnostic thresholds and in the interview procedures could explain the high rates in the Philips et al study as suggested by other authors. 24 The exact method used to identify respondents in community samples will influence the prevalence of depression obtained. The questions we used have been used extensively in international applications of the CIDI that has been independently validated with clinical reappraisals. 25 Results of the logistic regressions for each subtype of depression v. the non-depressed group pointed out a very similar pattern of predictors. The effect of each of the demographic variables suggested that the pattern of relationship between these sociodemographic characteristics and the three levels of severity of depression was comparable with no clear between-group differences.
All subtypes of depression produce significant decrements in health status. The impact of full-blown depressive episodes on health status has often been reported in the existing literature. 10, 14 The impact of less severe types of depression is more controversial in the literature. This study shows that subsyndromal depressive conditions clearly have an impact on health that is distinguishable from not having depression. Finally, the discontinuity in the impact between any type of depression and the non-depressed group suggests that the minimum depressive symptomatology as described in this study should merit attention from health services. These findings taken together support our hypothesis that although the group of depressive disorders thus defined are a distinctly identifiable entity, within the group they lie on a continuum of severity. Our study is limited by the fact that we did not assess other detailed symptoms of depression such as those for melancholia or the somatic syndrome as described in the ICD-10-DCR. 26, 27 Hence, it is not possible to examine if such subtypes of depression are distinct and qualitatively different from the continuum assessed in our study.
The presence of one or more depressive symptoms among the core symptoms of depression seems to identify a group of individuals who are distinct from those with no core depressive symptoms suggesting this to be a more appropriate threshold for identifying clinically depressed individuals within a classificatory system such as the ICD, and questions the complete dimensional character of depression from 'normal' depressive symptoms through severe forms of depression widely reported in previous literature. 6, 28 Although the decrement associated with the symptoms of the depressive episode group appears to be greater than for the other subtypes of depression, all subtypes have significant and large effects on health status.
Other studies have suggested using a clinical significance criterion to define the cut-off for subthreshold depression to avoid pathologising human behaviour. However, these studies have also identified that those individuals who pass the threshold criteria have a distinct symptomatic profile. 29 This is in support of our hypothesis that what matters is the defining of depressive disorders based on the presence of core depressive symptoms rather than on decrements in health with severity then being graded based on the number of symptoms. The gap between the non-depressed group and the subsyndromal depression group in our study questions the exact threshold of depression usually employed in the diagnostic criteria such as the ICD or the DSM. Regarding the discussion between categorical and dimensional approaches to depression, this gap suggests that if a dimension is assumed it is within the group of depressive disorders with a point of rarity between no depressive disorder and this group (i.e. in the step from non-depressed to subsyndromal). Both approaches would involve the identification of a threshold above which a person ought to be identified and treated given the impact of the symptoms on health status above such a threshold.
Limitations
Limitations of this work include the lack of questions about potential confounders and variables regarding the severity or disability associated with depressive symptoms such as the number and frequency of depressive episodes, episode length, age at onset or episode severity as defined by more extensive ratings of individual additional symptoms. Longitudinal studies are needed in order to analyse the natural evolution of these subclinical syndromes in the general population. Hence, it is not possible in this study to examine questions such as how common are subthreshold depressive disorders by themselves compared with being residual states of major depressive episodes or being characterological in nature. 30 The cross-sectional nature of the study also means it is not possible to establish the direction of the causal link between depression and health status.
Clinical implications
The study has implications for both current approaches to the classification of depressive disorders, and by extension, their identification and management in primary care settings. Given that the presence of one or more persistent core depressive symptoms identifies individuals with significant disability, future revisions of the classification and research into biological and other correlates of depression ought to take into account the current ICD-10-DCR threshold of four symptoms. In primary care, healthcare providers need to be taught to identify individuals with these core symptoms in order to institute early interventions, both pharmacological and non-pharmacological, in these milder forms of depression that nonetheless remain significantly disabling. Preliminary studies suggest that subthreshold depressive disorders are a clinically relevant issue for primary care providers and with regular continued long-term relationships with patients it is possible to respond to people with these conditions. 31 Also, quality improvement programmes for people with subthreshold depression suggest that comprehensive disease management strategies might be cost-effective in this population and comparable to other medical interventions. 32 A recent metaanalysis of the diagnosis of depression in primary care across more than ten countries revealed that when general practitioners make a judgement that a patient is clinically depressed they are wrong four out of five times, but that they are very good at excluding depression; being correct 19 out of 20 times. 33 However, one of the major challenges identified was the setting of thresholds for depression, as a third of clinicians rate their diagnostic decisions with regard to depression as being not definitive and a large number of errors occur with regard to the assessment of clinical significance. This has led to the suggestion to revise the nosology of mood disorders in the classification systems of the DSM and ICD. 34 The challenge remains in identifying individuals who are close to the threshold -a problem of particular relevance in estimating population estimates of burden of disease and in developing strategies in primary care. 35 In conclusion, subthreshold depressive disorders need to be subsumed within the current classificatory systems as being a part of core depressive episodes as long as key symptoms, that persist, are present. These key symptoms thus need to be differentially weighted as is implicit in current classificatory systems. The severity within the category of depressive episodes then needs to be defined based on the number of symptoms present. Given the disability that is associated with these conditions, strategies to extend and scale up care for people with these conditions using a stepped care approach needs to be developed and tested. 36 These subsyndromal presentations of depression need to be distinguished from normal suffering and further studies are needed to examine the range of depressive symptoms, including the qualitative nature of the sadness itself, that can perhaps assist in defining these boundaries. Depression is affected by environmental and personal circumstances, but if a clearly identifiable set of symptoms have a real impact on health and functioning they ought to merit attention for intervention purposes. 
